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Abstract
Posterior urethra gunshot wounds are poorly described in the literature. They are often associated with
pelvic vital lesions making difficult early repair of urethral injuries. They can be complicated by urethro-
rectal fistula, which makes their management more complicated. We report a new case of posterior urethra
disruption due to a gunshot wound and complicated by urethro-rectal fistula.
© 2015 Pan African Urological Surgeons’ Association. Production and hosting by Elsevier B.V. All rights reserved.
Introduction
Urogenital gunshot wounds often occur during penetrating abdomi-
nal trauma involving other vital lesions and reducing the chances of
immediate management of urological wounds. Given the violence
of gunshot injuries to the pelvis, the severity of concomitant lesions
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usually impedes immediate and definitive urethral reconstruction in
case of disruption [1]. Anterior urethra gunshot wounds have been
reported in 17–22% of cases [2], while those of the posterior urethra
were very little described [3].
We report a new case of ballistic trauma to the urethra complicated
by urethro-rectal fistula.
Case  report
A 44 year old man presented with a gunshot wound. The inlet
port was located at the left hemi scrotum; no outlet orifice has
been identified (Fig. 1). This trauma has led to immediate hemo-
dynamic failure with peritoneal syndrome requiring urgent surgical
http://dx.doi.org/10.1016/j.afju.2015.03.004
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Fig.  1  Inlet orifice of the bullet located at the left hemi scrotum.
exploration. A rectal wound causing stercoral peritonitis was iden-
tified with no other digestive damage or associated vascular lesion.
Urinary bladder was unhurt and the bullet was not found in the
abdomen.
A peritoneal toilet and a lateral colostomy were performed.
A combined urethral disruption was suspected as transurethral
catheterization was impossible preoperatively with an abutment of
the catheter at the posterior urethra. A cystostomy was set up at the
end of the intervention. The postoperative course was uneventful and
the patient was referred to our specialized urological department at
the tenth post traumatic day for further management.
Scrotal ultrasound showed the integrity of both testicles. The opaci-
fication by the cystostomy catheter confirmed urethral rupture with
massive contrast extravasation at the prostato-membranous urethra
(Fig. 2).
A deferred surgical treatment at three months of urethral rupture
has been decided with prolongation of bladder drainage. The pre-
operative retrograde urethrocystography with antegrade bladder
Fig.  2  Opacification by the cystostomy catheter at the 12th post-
traumatic day: contrast extravasation at prostato-membranous urethra
confirming urethral disruption.
Fig.  3  Preoperative retrograde urethrocystography at 3 months show-
ing urethro-rectal fistula.
opacification showed a significant defect involving almost all
prostato-membranous urethra, as well as rectal opacification sug-
gesting urethro-rectal fistula (Fig. 3).
An exploration by a perineal and transpubic approach confirmed
complete rupture of membranous urethra, as well as urethro-rectal
fistula. The 1 cm rectal orifice was located 5–6 cm from the anal
margin. End-to-end urethrorraphy was performed, which was pro-
tected by a transurethral catheter. The urethro-rectal fistula could not
be repaired. Therefore, colostomy terminalisation was performed
with cystostomy maintaining in a view to remote repair of the uro-
digestive fistula. Transurethral catheter was removed on the 15th
postoperative day and urethrocystography showed urethral continu-
ity restoration with persistent urethro-rectal fistula (Fig. 4).
The treatment of this fistula was postponed for two months to pro-
mote urethral healing. Meanwhile, the cystostomy catheter was left
in place and transurethral catheterization was performed once a
Fig.  4  Postoperative result: urethral continuity restoration and per-
sistent urethro-rectal fistula.
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week. Surgical treatment was subsequently realized by a perineal
incision. Inter-urethro-rectal dissection was performed individu-
alizing the fistula. Urethral and rectal edges were then trimmed
and closed with interposition of testicular tunica vaginalis between
the two plans. Postoperative urethrocystography performed after
transurethral catheter removal confirmed total repair of the fis-
tula. The patient regained spontaneous micturition after cystostomy
removal. At three months of the surgery, the patient had still nor-
mal voiding with few leaks. He kept no motor sequelae of transpubic
surgery and had also spontaneous erections. Restoration of intestinal
continuity is foreseen within few weeks.
Discussion
Urethral contusions account for over 90% of posterior urethra
injuries, while penetrating trauma are extremely rare [4]. Findings
at patient’s examination in posterior urethra gunshot wounds are the
same as for contusions, i.e. urethral bleeding, acute urinary retention
with bladder distension, impossible transurethral catheterization as
was the case in our patient, ascended prostate on DRE and perineal or
scrotal hematoma [3]. The severity of visceral or vascular injuries
during pelvic firearm wounds often makes it difficult to perform
immediate and definitive repair of urethral disruption [1,3]. More-
over, complexity and variability of posterior urethra gunshot wounds
not also facilitates any immediate repair [5]. Thus, an effective urine
drainage using a suprapubic catheter should be promptly performed
deferring the final repair of the urethral injury. Such an attitude has
the advantage of minimizing blood loss in the short term, reducing
the risk of pelvic abscess by surinfection of the urohematoma as
well as the potential risk of postoperative erectile dysfunction [3].
Early endoscopic realignment may be also an interesting alternative;
postoperative incontinence and erectile dysfunction rates are similar
to those after early urethrorraphy, while urethral stenosis rate was
lower than that in case of prolonged suprapubic drainage according
to some studies [6,7]. Indeed, the optimal management of urethral
gunshot wounds remains controversial. In a series of 59 cases, Kun-
kle et al. reported that 73% of patients had immediate reconstruction
versus 27% who had initial suprapubic drainage before deferred ure-
throrraphy, with 6 times higher urethral stricture rate in the second
group [8]. In another series of 19 patients, Tausch et al. reported
a high success rate (87%) in case of initial bladder drainage with
8-month delayed urethral repair [3]. As was the case in our patient,
penetrating injuries of the pelvis involving urinary and rectal lesions
may be complicated by uro-digestive fistulas. Fistula rate in such
trauma was 24% in the series of Franko et al. [9] and 8% in that
of Crispen et al. [10]. Because of their rarity, treatment of urethro-
rectal fistulas is complex, based mainly on the surgeon’s preference
[11]. Because of their location at the bottom of the sacral concavity
near the striated sphincter and the anal sphincter, surgical access to
these fistulas is difficult [12]. Treatment general principles are those
for any other fistula, i.e. resection of the fistulous tract, sutures in
healthy tissues, and sometimes tissue interposition [13]. In our case,
the interposed tissue was testicular tunica vaginalis. Bukowski et al.
reported 3 cases of proximal urethro-rectal fistula due to pelvic gun-
shot wounds. In the first case, a posterior trans-sphincteric approach
was successfully achieved after 6 months of conservative treatment.
In the second case, omentum interposition at the 18th post-traumatic
month did not prevent the recurrence of the fistula. In the third case,
suprapubic drainage allowed spontaneous healing of the fistula after
6 weeks [11].
Conclusion
The management of posterior urethra gunshot wounds is difficult,
especially when it involves an urethro-rectal fistula. Within a context
of associated pelvic or abdominal critical lesions, we should perform
initial drainage of the bladder and differ urethral repair. This attitude
may lead to sequelae sometimes more important than in case of early
urethral surgery.
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